Objective: Patients with eating disorders (EDs) are often difficult to treat. Despite recent advances in treatment, a significant percentage ofpatients remain treatment refractory. This paper reviews variables that contribute to these difficulties and recent strategies that focus on increasing patient motivation for treatment.
P atients with anorexia nervosa (AN) and bulimia nervosa (BN) have long had a reputation as being difficult for clinicians to treat. A greater understanding of the factors that contribute to these difficulties and which lead to patients beingtreatment resistant could help improve treatment outcome and reduce morbidity and mortality in these disorders. The benefits of an increased understanding of such factors, especially the multidetermined pathophysiology of these conditions, are evident from the past 2 decades, during which time treatments, especially for BN, have become more effective (1) . However, a significant percentage of patients with AN andBN continue to be refractory to treatment with more than Manuscript 30% of AN patients being chronically ill over 10-year follow-up and 10% dying of the illness (2) . This paper reviews issues in treating patients with eating disorders (EDs) that contribute to difficulties for clinicians throughout the therapeutic process. The paper first reviews clinical factors commonly encountered in these patients that contribute to them being difficult to treat. It will then describe factors in the therapist that can also contribute to difficulties in treating these patients. Finally, we comment on treatment strategies to use in dealing with this patient group.
Clinical Features in the Patient
The Nature ofthe Symptoms
The nature ofthe symptoms in AN and BN often leads to patients with these disorders seeking treatment only after they have been ill for many years (3). This relates mostly to the AN patient's denial of illness and the BN patient's shame and secretiveness around bulimic symptoms. Once in treatment, patients with both AN and BN are reluctant to give up their ego-syntonic, pathologic pursuit of thinness, which for AN patients results in significant weight loss and for BN sufferers fuels bingeing and purging, behaviours which are largely ego-dystonic. The AN patient pursues thinness not as a means
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The Canadian Journal of Psychiatry Vol 44,No7 to an end but as an end in itself. It is understandable then that the AN patient would be reluctant to give up something that she finds herself compelled to do and which serves an adaptive, organizing function (4) . This reluctance reflects underlying deficits in selfand affect-regulation, as caloric restriction and bingeing and purging often act as psychological anesthetics to bind negative affects and remove them from conscious awareness. As a result, these ED symptoms tend to develop a life oftheir own, are self-reinforcing, and not infrequently become intractable, chronic, and impervious to treatment (5) .
Issues of Trust
Patients with AN and BN often have difficulty trusting therapists (6) . Previous relationships, often in the family, are experienced as intrusive, controlling, or abusive. This can invalidate the fragile sense of self during the formative years of the future anorexic or bulimic, leaving such patients very wary oftrusting any relationship that requires a degree ofvulnerability and loss of control. Compounding this problem is the experience many patients have of seeing clinicians who are inexperienced in treating EDs. Not uncommonly, patients blame themselves for treatment failures and become therapeutically nihilistic, mistrustful of clinicians, and difficult to engage in further treatment.
Failure to Respond to Ambulatory Treatment
A significant percentage ofpatients will not respond to ambulatory treatment and will require either day hospital (7, 8) or inpatient care (9) . This is particularly so for patients with AN; up to two-thirds of patients with AN will require inpatient care at some point during the course oftheir illness (9) . Often clinicians are reluctant to deal with patients who will likely require hospital care during the course oftreatment, either because they do not have such services readily available, or because it is frustrating and time-consuming negotiating with a resistant patient to accept such care even when it is available. This lack ofresponse to outpatient treatment and requirement for inpatient care, especially for patients with AN, contributes to the perception that patients with EDs are difficult to treat.
Comorbidity
The presence ofcomorbidity has been shown to be associated with increased difficulties in treatment for several conditions, including EDs (10) . Recent epidemiologic data reinforce the high rates of concurrent and lifetime prevalence of various comorbidities, including depression, anxiety disorders, substance abuse, and characterologic disturbances, as well as medical complications and obesity in patients with EDs (11).
Depression. ED patients have high comorbid (30% to 50%) and lifetime (up to 70%) prevalence of major depression (12, 13) . There are several reasons why the comorbid presence of depression may make treatment more difficult. Most obviously, depressed mood affects motivation and psychological accessibility to the cognitive and behavioural interventions targeted at ED symptoms. Less obviously, nutritional chaos and starvation can produce affective, cognitive, and somatic symptoms that can be difficult to distinguish from a more typical primary depression (14) . Difficultiesin treating ED patients with depression often relate to the fact that standard antidepressant interventions, whether psychological or pharmacological, are often ineffective in the presence of the starvation state and nutritional chaos until nutritional rehabilitation occurs. The depletion of central nervous system (CNS) serotonin secondary to starvation contributes to inadequate substrate available for selective serotonin reuptake inhibitor (SSRI) therapy to be effective. The cognitive effects of starvation interfere with the efficacy of psychological interventions aimed at alleviating depressed mood. Clinicians who are unaware ofthe biopsychosocial effects of starvation may not attend to the nutritional aspectof treatment and attribute treatment nonresponse to the patient being "difficult."
Anxiety Disorder. Comorbid anxiety disorders are common in patients with AN and BN. In a recent study, 60% of ANand 57% ofBN patients had a comorbid anxiety disorder, themajority of which began prior to the onset of the ED (15) . Women with BN display greater levels of novelty-seeking, impulsivity, and sociability, whereas AN subjects have a much greater obsessional harm-avoidance characterologic style.
These findings have important implications in treating patients with AN and BN. Although BN subjects behave in a more outgoing manner than AN subjects, they may experience a fair amount ofdistress in socializing. This maybedealt with through disordered eating behaviour, purging, or theintake of substances. A reduction ofBN symptoms is often associated with a clinically significant increase in anxietyinthe short term. This presents clinicians with the seeming paradox of having successfully treated the ED symptoms yet fmding themselves with a patient who feels subjectively moreout of control. Clinicians need to be aware of the anxiety-binding quality of disordered eating and of the need to provideinterventions, whether pharmacotherapy or specific psychotherapies, that help the patient deal with these affects while normalizing their eating and gaining weight. Without such an approach, clinicians will view these patients as resistant to treatment and prone to fragmentation when they are behaviourally controlled.
Substance Abuse. Links between EDs and substance abuse, particularly alcohol, have been made on phenomenological, psychodynamic, biological, and familial grounds (16) .Inthe case of BN, compared with the general population, there isa much higher prevalence of drug and alcohol abuse in both subjects and their families. In the Canadian epidemiologic study (11), the prevalence for BN subjects was 6 timeshigher (30%). Disturbances in both endogenous opioid and 667 serotonin activity have been hypothesized for both ED and substance abuse groups (16) . Most notably, alcohol and food canbecome strategies to relieve intense affects in people who have deficits in their abilities to self-soothe.
Thepresence ofsubstance abuse in an ED patient complicates thetreatment ofthe ED for several reasons. Excessive alcohol intake, especially binge drinking, often substitutes for a more nutritionallybalanced caloric load. Further caloric restriction following alcohol intake usually ensues, perpetuating the disordered eating. In addition, the comorbid use of substances, whether alcohol, prescribed medications, or street drugs that directlyaffect appetite and weight, further destabilizes affect and interferes with internal hunger and satiety cures. This againexacerbates and complicates the process ofnormalizing eatingand stabilizing mood. For these reasons, the treatment of substance abusing ED patients requires first treating the substance use problem to be able to adequately address the disorderedeating and need for nutritional stabilization.
Personality Disorder. Patients with AN and BN have deficits
in their sense of self, as is commonly seen in characterologicallydisturbed individuals, especially those with narcissistic and borderline pathology (17, 18) . These include difficulties with the regulation of self-esteem and affect, problems in separating and feeling healthily autonomous, and problems with impulse control. Evidence demonstrates an overrepre-sentationofBN subjects meeting criteria for either borderline or narcissistic disorders and of non-BN subjects with AN having obsessive-eompulsive, avoidant, and dependent personality disorders in several studies (19, 20) .
These characterologic disturbances in patients with EDs lead todifficulties in the psychotherapeutic relationship. These include a fear of attachment and dependency, a fear of being overwhelmed by emotions, intense rejection sensitivity, and the need to please others, producing a false self. All of these disturbances contribute to difficulties for patients with AN and BN in establishing trust in the therapeutic relationship. Thesedifficulties imply the need for the therapist in psychotherapy to be active, open, empathic, yet firm and for the therapistto provide realistic goals and an environment where a positive alliance can develop. There needs to be a focus on both historical and here-and-now issues. Cognitive and behavioural strategies must be used to attack body disparagementand dietary rnisperceptions. This approach helps to limit regression and possible psychological fragmentation.
Medical Complications. ED patients are very often medically unstable, sometimes life-threateningly so. The medical complications that occur in these patients are well-described (21) and affect every organ system. Psychiatrists and especially nonmedicaltherapists must be aware of these conditions and referpatients when necessary to medical practitioners for appropriate assessment and treatment. Such complications often generate considerable anxiety in caregivers, especially those without medical training and experience in the management ofcardiovascular and fluid and electrolyte disturbances. Such anxiety can significantly interfere with the clinician's therapeutic effectiveness and contribute to the experience of such patients as difficult.
Obesity. Obese patients with disordered eating present particular difficulties for clinicians. Society tends to view obesity negatively, and clinicians need to be sensitive to this stigmatization. Obesity in itself is not considered an ED by most clinicians in the field (22) . The presence ofboth the disordered eating behaviour and characteristic pychopathology required for an ED diagnosis is not found routinely in obese subjects. However, there is a subgroup of obese patients who do have psychopathology and disordered eating behaviour. Being able to treat the disturbed eating behaviours and psychopathologic aspects ofthe ED without overtly or even covertly endorsing the view that the obese state itself is unacceptable is an important element ofthe empathic connection to an obese patient with BN. In the absence ofclear medical complications, the obese state, at least during the process of recovery from an ED, should not be directly treated through attempts at caloric restriction or with appetite suppressants. Such interventions are counterproductive to recovery from an ED.
Aspects Within the Therapist
Patients with EDs are considered difficult for therapists to deal with for several reasons; some ofthese have already been elucidated. However, for reasons implicit in the nature ofthe therapist-patient interaction, these patients can evoke strong negative feelings in the treating personnel. There are studies that have documented the fact that more than any other psychiatric disorder, patients with BN and especially AN evoke intense feelings ofhostility, anger, hopelessness, and stress in therapists (23) (24) (25) (26) . Few studies, however, have systematically analyzed the nature and underlying causes of these negative countertransferential reactions. The experience of these patients as "difficult" has a lot to do with these reactions; a discussion of their nature and cause is relevant to understanding more fully the treatment difficulties that arise in these patients.
There has been little systematic research into what the specific qualities are within a therapist that may contribute to his or her negative reactions toward a patient with an ED. One study found that years ofexperience and size ofcaseload were important mediators of countertransference (27) . Therapists with less experience working with this population reported feeling more frustrated and angry than did those with more experience. The reasons for this may be complex but are likely related to the fact that more-experienced therapists are able to have a more longitudinal view of these disorders and not react negatively to the more immediate cross-sectional 668 The Canadian Journal of Psychiatry Vol 44,No7 experience with the hostile or oppositional patient. Such negative feelings are generally predictive of poor outcome (28, 29) , and there is no reason to think otherwise in the case of patients with EDs. Another factor associated with negative reactions was the size of the therapist's caseload. Therapists who had a greater number ofED patients in their case loads reported feeling more frustrated, angry, tired, and manipulated than those with fewer ED patients.
The reasons for such negative reactions to these patients are complex. In a classic description ofthe experience in treating patients with AN, Meyer and Weinroth describe the fact that favourable outcome with these patients rests less with providing complex psychological insights for patients and much more with the provision ofhuman warmth and with satisfying the craving for attention that these patients seek from therapists (30) . This tends to place heavy demands oftime and energy on therapists, which can mobilize intense hostile reactions. Anxious and demanding relatives only add to the sense of desperation that can accompany the therapeutic experience with these patients. An adequate psychotherapeutic approach with AN or BN patients requires someone who is willing to dedicate a large amount oftime and effort and who is prepared to accept frustration and failure despite such investment.
There are gender issues that surface in working with these patients, which contribute to difficulties with them. For female therapists, feelings of competition and envy can arise when dealing with patients who denigrate their bodies yet who may objectively be quite attractive. Female therapists may react negatively to the intense scrutiny patients put them through regarding their own weight and shape. The AN patient may view the female therapist as another competitor in the neverending battle for thinness (23) . This competitive stance interferes with the establishment of a therapeutic alliance and can leave the therapist, especially one who is overly concerned with her own weight, paralyzed by negative reactions to the patient and unable to empathically connect with the patient's painful sense of fragility and ineffectiveness. Patients also tend to recreate with their female therapist rivalrous relationships with sisters and mothers, often played out in a power struggle around body weight and shape, food, and eating.
This can also occur with male therapists, although it is more likely that the BN or AN patient might initially idealize the male therapist as a replacement for an absent father. For female patients who may have been abused by men, issues of trust are prominent. Attempting to both control and feel powerful in the relationship and to distance herself from becoming emotionally vulnerable, the patient may attempt to eroticize the relationship. This can lead to intense countertransferential factors that can interfere with a therapeutic stance. For male therapists, intense ongoing discussions around body image, sexuality, and sometimes detailed descriptions ofabusive experiences can make male therapists feel they are being overly intrusive. Discussions ofthese sensitive personal areas without unduly sexualizing the relationship is a challenge for even the most experienced clinicians. Establishing clear patient-therapist boundaries is essential for this process.
For many clinicians, male or female, there are factors in patients with AN or BN that evoke strong negative feelingsthat can contribute to difficulties in treatment. Hearing detailed descriptions about behaviours such as vomiting, bingeing, laxative abuse, and drug use can lead to feelings ofrevulsion and disgust in therapists who are not empathically connected to and who do not maintain therapeutic boundaries with their patients. Dealing with histories that often include significant physical and sexual abuse can also evoke strong negative countertransferential reactions. Such responses have beendescribed in detail elsewhere (31, 32) .
Dealing with the chronically ill, medically unstable patient who is at considerable risk of dying from the ED usually evokes intense countertransferential feelings ofhelplessness, anger, and resentment, often attributable to the inability toengage in the seemingly simple task of feeding oneself to prevent death. In dealing with such a patient, clinicians mustbe prepared to unresentfully accept the possibility that theirmost important function is to provide honest, genuine human contact that focuses on quality oflife and removes some of the sense ofisolation and aloneness these patients feel. Theprinciples that inform such an approach are not different fromthe approach one would have for any dying patient; most irnportantly,primum non nocere (33) .
Strategies for Dealing With the Difficult Patient
Surprisingly, relatively little has been written about thetherapeutic approaches clinicians need to take in dealing with the recalcitrant patient with an ED (33) (34) (35) . Some of these approaches have been referred to and relate to the need for a trusting, honest, genuine relationship that is collaborative in nature and where there is agreement on commonly shared goals. Elements that are crucial to this process ofengagement include providing psychoeducational material, thoroughly examining the adaptive role of the symptoms, providing behavioural and cognitive strategies to ameliorate these symptoms, and exploring existential and personal meanings. However, it is critical for the clinician to balance the needto instill hope with realistic expectations for treatment response.
There are dangers in being therapeutically overzealous and setting unrealistic expectations. Sometimes a supportive "holding environment" is needed to monitor and maintainas best as possible the physical integrity ofthe patient, focusing on quality of life while the disorder runs its course. For some patients, it is essential and even sufficient to provide them with their only source of human contact-a relationship that is compassionate, accepting, and nonjudgemental. For these patients,with regard to specific interventions aimed at behavioural change, sometimes less is more (33) .
Specifictechniques, which have only recently been used, are aimed at enhancing motivation for change in patients with difficult-to-treat EDs (36) . Motivational enhancement therapy (MET) has been successfully applied in the field of addictions (37) , where it has been demonstrated that a confrontational style of interaction is associated with higher relapse rates than one that is "client-centred." For example, in one study, MET delivered over 4 sessions was found to be as effective as 12 sessions of cognitive-behaviour therapy or a 12-stepapproach in treating alcohol abuse (38) . MET is based on the transtheoretical model of change developed by Prochaska and DiClemente (39) . This involves a technique of motivational interviewing that takes patients through the stagesof change: precontemplation, contemplation, determination, action, and maintenance.
As with substance abuse, change in AN patients is spiral rather than linear, with frequent oscillations between advancement and retreat (40) . However, despite phenomenological similarities between patients with addictions and those with EDs, there is one striking attributional difference thateffectsmotivation in these conditions. Patients with EDs, especiallyAN, cling tenaciously to the notion that their disorder confers on them a special distinction in which they take pride in mastering their bodies. They see the illness as an extraordinary accomplishment. This is quite different from the substance abuser, who may protest against being labelled as having the problem but who would not attribute virtuosity to the disorder itself (4). This qualitative difference makes the patient with AN even more reluctant and unmotivated for change than the typical substance abuser. Although little empirical data at this point supports a motivational approach in EDs, initial results in applying MET to this population are promising (4). If effective in preparing patients with AN and BN for interventions aimed at symptom reduction, then MET wouldbe a helpful addition to the therapeutic repertoire available to clinicians dealing with difficult-to-treat patients with EDs.
Conclusion
Thispaper has examined aspects ofpatients with AN and BN thatcontribute to their being difficult to treat. Some ofthe difficulties relate to the complex biopsychosocial pathophysiology of these conditions. Others relate to the lack of appreciation and understanding some therapists have for thesecomplexities, leading to a procrustean approach to treatment.
Improving our understanding ofwhat contributes to these patients' resistance to change will allow clinicians to target new interventions specifically aimed at enhancing motivation and reducing resistance to behavioural and attitudinal change. As
Clinical Implication
• As a result of reading this paper, clinicians will have an increased recognition ofpatient and clinician variables that contribute to the difficulties encountered in the treatment of patients with eating disorders and an increased awareness of potentially useful approaches for treatment-resistant patients.
Limitations
• Comments and conclusions in this paper are based partly on the authors' clinical experiences and not on rigorous clinical studies. • As a result, the generalizability ofthe findings and recommendations may be somewhat limited.
physicians and psychiatrists, we are in a unique position to offer the clinical skills required for the psychological and physical healing of these patients. As challenging and difficult as they may be, patients with EDs deserve our serious and committed attention.
